compared, using paired t tests, with those who were current non-smokers, individually matched for age (to within 5 years), sex, and diagnosis. One hundred and eight matches were successfully obtained. Epidermal growth factor output for smokers was 64% (44 0 to 92 2%) of the value for non-smokers (p<0 05) in 60 control pairs and 43% (28-3 to 64 8%) of the value for non-smokers (p<0-01) in 48 pairs of patients with ulcers.
Comment
Our data show that smoking is associated with reduced salivary secretion of epidermal growth factor and an increased prevalence of peptic ulceration in patients attending for endoscopy. Cigarette smoking could thus predispose to peptic ulcer by depressing salivary secretion of epidermal growth factor. Depression of submandibular epidermal growth factor concentration in a small group of patients with gastric and duodenal ulcers has been reported. 4 Our data suggest that reductions in epidermal growth factor secretion in patients with ulcers are likely to be attributable to the higher proportion of patients with ulcers who are smokers.
Smoking is associated with depressed prostaglandin synthesis, while nicotine can enhance platelet aggregation, vasoconstriction, and increased concentrations of circulating catecholamines.' Carbon monoxide may depress oxygen transport.5 However, neither the mediator nor the mechanism by which smoking depresses production of salivary epidermal growth factor is clear. Epidermal growth factor is produced by Brunner's glands in the duodenum, as well as by a cell lineage which develops at the site of gastrointestinal ulceration. If smoking also depresses local mucosal synthesis or secretion of epidermal growth factor this might represent an additional factor predisposing to duodenal ulceration as well as a plausible explanation for the link between smoking and Crohn's disease. Seventy eight subaqua divers who had not had any form of decompression sickness were examined by contrast echocardiography.
Microbubble contrast was generated in 8-10 ml of agitated normal saline by the two syringe and three way tap method.3 This contrast medium was injected rapidly into a right antecubital vein while an apical four chamber view of the heart was being observed with a Vingmed CFM 700 imaging system.
Up to six injections of contrast medium were given: three during quiet respiration and three during the strain phase ofa Valsalva manoeuvre. A patent foramen ovale was said to be present if contrast medium was seen in the left heart within five cardiac cycles of the right heart becoming opaque. The procedure was stopped if a patent foramen ovale was shown or after the sixth injection.
Twenty four divers were found to have a patent foramen ovale and another two late (presumed intrapulmonary)4 shunts. These divers were recreational (16), professional (six), or a mixture of the two (four). The professional group comprised police (two), biologists (four), fish farmers (two), and ex-Royal Navy divers (two) ( Intraobserver variation-Fourteen physicians agreed completely with their assessments of all four plantar responses on the two separate occasions (table) . The x statistic averaged over the 24 physicians was 59-6% (39-6% to 79-6%).
Our data indicate that experienced physicians often disagree about the nature of the plantar response. Though intraobserver consistency was somewhat more impressive, our results clearly call into question the clinical value of this established sign. Other explanations for our findings are that (a) the physicians were not experienced in eliciting the sign or (b) the plantar responses in our patients were intrinsically variable. However, we deliberately chose physicians with some years of clinical experience, all ofwhom were members or fellows of a royal college, and the patients studied were those from a neurology ward who were deemed by us to have definite plantar responses of one or other type.
A high frequency of extensor plantar reflexes, without other pyramidal tract signs, has been reported in a population ofelderly patients with psychiatric disease. 4 McCance et al noted that the reproducibility of the sign was poor and cautioned against overemphasising its value in this age group. Nathan and Smith counselled that the plantar reflex should be interpreted only as part of the complete physical examination5 and our study reemphasises the difficulty in basing clinical decisions on any single physical sign.
